Objective: to assess distress in a sample of carers who were selected from a community survey rather than recruited via community-service agencies. Methods: a community survey was carried out on 630 people aged 75 or over living in Sydney, Australia. Informants nominated by these elderly people were divided into full carer (n = 21), partial carer (n = 187) and noncarer groups (n = 344). Informants completed the General Health Questionnaire (a continuous measure of psychiatric symptoms), the life satisfaction index (a measure of well-being) and the interpersonal bonding measure (a measure of quality of the relationship with the elderly person). Elderly participants had a medical examination, were assessed for disability and were questioned about use of services. Results: elderly people who had a full carer were more disabled and had more medical diagnoses. Full, but not partial, carers reported more psychiatric symptoms and lower life satisfaction. In multivariate analysis, the main determinant of carer distress was a relationship in which the carer felt controlled by the elderly person. Conclusion: when carers are selected from a population-based sample, only those who are full carers are more distressed. However, relationship factors are the most important determinant of distress.
Introduction
Carers experience high levels of psychiatric symptoms and physical morbidity [1, 2] . While most research has been on carers of people with dementia, there are similar effects in carers of people with stroke, Parkinson's disease and psychiatric disorders [3] [4] [5] . However, a limitation of these studies is that carers were often recruited from community-service agencies or carer-support organizations. Few studies have been carried out with representative samples of carers, and these generally show a much lower level of psychiatric symptoms [5] [6] [7] [8] [9] [10] . Perhaps carers who are stressed are more likely to seek out services, so that researchers who study such carers get a biased view. There may be other carers who are content with the caring role and consequently do not seek support services. Alternatively, studies of representative samples may be seeing many carers who are providing only a small amount of support, rather than those carers who are devoting most of their time to care.
We report data on psychiatric symptoms and life satisfaction in a sample of carers identified in an Australian community survey of the health of elderly subjects. The aims were (i) to see whether the high level of distress which has been reported in carers who are in contact with services could be found in a more representative sample and (ii) to ascertain factors responsible for distress in such carers.
Methods
The participants were 630 elderly people, aged 75 or over living at home, recruited using two random samples: 320 elderly people from a local area probability sampling scheme and 327 from a war veterans/ widows listing in the same area, with response rates of 73 and 82% respectively. (Seventeen subjects on the veterans list reappeared in the community sample, but their data are used only once in the analyses below.) No information was available on the characteristics of non-responders.
The elderly people were interviewed twice. The first interview, covering social networks and service use, was carried out by one of several social scientists. The elderly people were asked about help received with activities of daily living and this information was used to select an informant. In selecting informants, preference was given to a carer providing personal care, followed by an instrumental carer, spouse/ partner, daughter, co-habitant relative, any other relative and, lastly, friend/neighbour. Elderly participants who would not nominate an informant did not differ significantly in age, sex, disability, cognitive impairment, depressive symptoms or number of services received. Of the 552 informants nominated, 21 provided extensive personal care, 172 provided only instrumental care, five provided only supervision, 10 provided foot care only, and the remaining 344 provided no care. Because of the small numbers in some of the groups, the carers were classified into two groups: 21 full carers (providing personal care) and 187 partial carers (providing instrumental care, supervision or foot care only). The elderly people were also asked whether they had received support services during the past year.
The second interview was a medical/neurological assessment by one of several physicians experienced in geriatric medicine. This assessment included a standardized medical history examining both past and current health, a neuro-psychological test battery and detailed medical and neurological examination. The elderly people were diagnosed for a range of systemic and neuro-degenerative disorders following the methods of an earlier study [11] . This interview included the Mini-Mental State Examination (MMSE) [12] .
The social scientists also carried out an interview with the informant nominated by the elderly person. This interview obtained information on informant distress, relationship with the elderly person, and disability in the elderly person. The informant completed the 30-item version of the General Health Questionnaire (GHQ), measuring minor psychiatric disorder (predominantly anxiety and depression) [13] (a = 0.90), the life satisfaction index-A [14] (a = 0.78) and the interpersonal bonding measure [15] which has scales for care and control experienced in the relationship with the elderly person (as of 0.93 and 0.91). Disability in the elderly person was assessed by asking the informant about mobility, continence, cooking, housework, shopping, dressing, feeding and toileting [11] . Each item was scored on a 0 to 1 scale, with 0 representing maximum independence and 1 maximum dependence, to yield a total score ranging from 0 to 8 (a = 0.84).
Mean scores in carer and non-carer groups were compared using one-way analysis of variance, with pair-wise comparisons being evaluated using the Scheffe 0.05 criterion. Differences in prevalences between the two groups were compared using x 2 tests. Factors affecting distress in carers were examined using multiple linear regression. The reliability of scales was assessed using Cronbach's a. The statistical significance of all effects was evaluated at the P < 0.05 level. The data were analysed using SPSS.
Results
The prevalence of medical diagnoses was compared in the elderly people who had full carers, partial carers and no carers. There were differences in prevalence of chronic lung disease (full carer group 44%, partial carer group 22%, non-carer group 18%), stroke (61%, 19%, 12%), obesity (28%, 20%, 11%), dementia (61%, 23%, 11%), gait ataxia (67%, 65%, 40%) and gait slowing (72%, 33%, 14%). Those with a full carer were also older (mean ages of 82.9, 82.0 and 80.2 years) and more disabled (mean scores of 4.80, 1.46 and 0.53).
The groups also differed in receipt of the following services: financial support (full carer group 29%, partial carer group 1%, non-carer group 2%), medical supplies (29%, 13%, 8%), podiatrist (38%, 47%, 33%), occupational therapist (10%, 6%, 1%), meals on wheels (5%, 16%, 8%), home nursing (57%, 15%, 6%), home help (24%, 32%, 20%), day care (29%, 9%, 4%), and transport (33%, 25%, 16%). The group with a carer were less likely to receive dental services (24%, 24%, 35%). There was also a difference in total number of services received (means of 4.1, 3.4, 2.8; the first two not differing significantly). Table 1 shows the mean scores of the carers and non-carer informants on the stress and relationship scales. There were significant differences on all measures. Post hoc pair comparison tests showed: (i) on the GHQ, full carers differed from non-carers; (ii) on the control scale, full carers differed from non-carers; (iii) on life satisfaction, full carers differed from noncarers and full carers differed from partial carers; and (iv) on the care scale, full carers differed from noncarers and full carers differed from partial carers.
Multiple regression analyses were carried out to assess factors associated with psychiatric symptoms and life satisfaction within the whole carer group (n = 208). The 10 factors examined were number of services received, type of carer (full or partial), the elderly person's disability score, interpersonal bonding scores for care and control, whether the carer was a spouse, whether the carer was a child, whether the carer was co-resident, the carer's gender and the MMSE (Table 2 ). When each factor was examined separately, there were significant associations of psychiatric symptoms with services received, full versus partial carer, disability, and care and control scores. However, after adjusting for the eight other factors among the 10 immediately above (Table 2) , the only variables which remained significant were control score (b = 0.69) and disability (b = 0.63). Similarly, several factors were associated with carer life satisfaction when examined separately but, after adjusting for other (nine of 10) factors, the only significant factor was the control score (¹0.40). The R 2 for predicting psychiatric symptoms was 0.30 and for predicting life satisfaction 0.24; that is, the models with all 10 predictors accounted for 30 and 24%, respectively, of the variance of psychiatric symptoms and life satisfaction.
The medical diagnoses were not included in the above regressions because of the large number of variables that would have been involved and because of previous evidence that it is disability rather than diagnoses which is important [16] . In the present data (n = 208), psychiatric symptoms and life satisfaction correlated with each of the 11 diagnoses (i.e. 22 separate analyses-two dependent variables by 11 diagnoses). Only dementia predicted psychiatric symptoms (b of 1.63 with P = 0.03), and this association disappeared (b of 0.27, P = 0.75) when disability was added as a further predictor. Ancillary multiple regression analyses predicting psychiatric symptoms and predicting life satisfaction from all 11 diagnoses in the one model failed to achieve significance (P = 0.47 and P = 0.32, respectively; with no diagnosis having a significant partial association in either regression); when disability was added to these models, making 12 predictors, partial bs of 0.95 and ¹0.64 were obtained on disability with P-values of 0.0007 and 0.0037 respectively.
Discussion
In this Australian community sample, full (but not partial) carers had a higher level of psychiatric symptoms and lower life satisfaction. By contrast, studies of carers recruited via services have consistently found a high level of psychiatric symptoms, probably because they involve carers who are taking on the greatest load. The mean score on the GHQ in the present study was 5.2 for full carers, but only 2.3 for partial carers. In other Australian studies, carers who were members of the Alzheimer's Disease and Related Disorders Society had a mean GHQ score of 7.3 [17] , carers of people attending dementia day care had a mean of 8.3 [18] and carers of people with dementia or stroke attending a geriatric service had a mean of 5.9 [3] . When we carried out a multivariate analysis to examine factors associated with psychiatric symptoms and life satisfaction in the carer group, there were no significant effects of carer characteristics (such as whether a full or partial carer, a spouse or child carer, or a co-resident carer). Thus, whether or not the carer is providing full or partial care is not in itself an important determinant of carer distress. Similarly, the number of services received was not related to carer distress measures when other factors were controlled, arguing against the view that carers who seek out services are more distressed. For psychiatric symptoms, but not life satisfaction, degree of disability was a significant factor, consistent with other evidence [16] . However, the major factor for both psychiatric symptoms and life satisfaction was the control scale of the interpersonal bonding measure. This scale involves questions concerning whether the elderly person dominates, criticises and tries to change the carer. The full carers' greater perception of being controlled appears to explain their greater distress. This is a factor that aged care services may find difficult to alleviate.
Finally, we must acknowledge the limitations of the study. Some principal carers may have been missed in the survey. Reports of service use and social networks may be less valid in people with cognitive impairment. No information was gathered on the physical or financial effects of caring. The medical analyses did not cover some potentially important diagnoses (e.g. psychiatric disorders). Nevertheless, this is one of the few studies to identify carers as part of a community survey and shows that important carer distress is seen in only the extreme end of the caring continuum.
Key points
• When carers were selected from a community survey, those who were full carers, but not partial carers, reported more psychiatric symptoms and lower life satisfaction.
• The main determinant of distress in carers was a perception that the person being cared for was dominating, criticising or trying to change the carer.
